
(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

11/01/2013PRINTED:

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION  IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

       COMPLETED

NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

TAG

 ID
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

DEFICIENCY)

(X5)

COMPLETION

DATE
CROSS-REFERENCED TO THE APPROPRIATE

SOUTH BEND, IN 46614

15G222

01

10/10/2013

LOGAN COMMUNITY RESOURCES INC

1602 ORKNEY DR

K010000

 

 K010000A Life Safety Code Recertification 

Survey was conducted by the Indiana 

State Department of Health in accordance 

with 42 CFR 483.470(j).

Survey Date:  10/10/13

Facility Number:  000746

Provider Number:  15G222

AIM Number:  100234830

Surveyor:  W. Chris Greeney, Life Safety 

Code Specialist

At this Life Safety Code survey, Logan 

Community Resources Inc. was found not 

in compliance with requirements for 

Participation in Medicaid, 42 CFR 

Subpart 483.470(j), Life Safety from Fire 

and the 2000 edition of the National Fire 

Protection Association (NFPA) 101, Life 

Safety Code (LSC), Chapter 33, Existing 

Residential Board and Care Occupancies.

This two story facility was not 

sprinklered.  The facility has a monitored 

fire alarm system with smoke detection 

on all levels including in the sleeping 

rooms, in corridors and in common living 

areas.  The facility has a capacity of 7 and 

had a census of 7 at the time of this 

survey.
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Calculation of the Evacuation Difficulty 

Score (E-Score) using NFPA 101A, 

Alternative Approaches to Life Safety, 

Chapter 6, rated the facility Prompt with 

an E-Score of 0.9.

Quality Review by Robert Booher, Life 

Safety Code Specialist-Medical Surveyor 

on 10/15/13.

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by:
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483.470(j)(1)(i) 

LIFE SAFETY CODE STANDARD 

Utilities comply with Section 9.1.     32.2.5.1, 

33.2.5.1

Repairs were made to the GFCI 

and it is working properly and fully 

operational.  In the future, routine 

checks of all GFCI outlets by 

maintenance staff will identify 

problems and provide for prompt 

repair. Additionally, as staff that 

work in the home identify 

problems with outlets, 

maintenance will be notified for 

prompt repairs to be 

completed.Persons 

Responsible:Director of 

Maintenance and Maintenance 

staff

11/09/2013  12:00:00AMK01S046Based on observation and interview, the 

facility failed to maintain 1 of 1 outlets 

located in the upstairs west bathroom by 

ensuring the outlet was provided with 

ground fault circuit interrupter (GFCI) 

protection against electric shock.   LSC 

9.1.2 requires electrical wiring and 

equipment shall be in accordance with 

NFPA 70, the National Electrical Code.  

NFPA 70, Article 210.8, Ground-Fault 

Circuit-Interrupter Protection for 

Personnel, in 210.8(A), Dwelling Units, 

requires ground-fault circuit-interrupter 

(GFCI) protection for all personnel in 

bathrooms, and kitchens at receptacles 

intended to serve the counter top surfaces.  

Note: Moisture can reduce the contact 

resistance of the body, and electrical 

insulation is more subject to failure.  This 

deficient practice affects all residents in 

the facility.

Findings include:

Based on observation with the Director of 

Quality Assurance (DQA) on 10/10/2013 

during a tour of the group home from 

1:15 pm to 1:45 pm, the electrical outlet 

in the upstairs west bathroom was located 

on the wall directly above the sink.  The 

outlet had a GFCI test button however the 
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circuit did not show any indication of 

interruption when tested.  Interview with 

the DQA during the observation indicated 

the GFCI appeared to not be functioning. 
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